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When a clinician is presented with a new patient, s/he has the 
task of deciding whether or not this patient is in need of treatment, 
what the severity of the problem is, what problem needs to be addressed 
first, and what the appropriate treatment is to be. Thus, the initial 
assessment of a child psychiatric patient is a critical, and so~etimes, 
complex issue. The first dec~sion for the clinician is to determine 
the appropriate method of assessment. 
The intake interview has long been used as the major source of 
assessment. While the intake interview is essential and will never be 
replaced, its effectiveness as the sole source of information is deba-
table. Novick, Rosenfeld, Bloch, and Dawson (1966) found that the in-
take interview typically elicited only 17% of the total symptoms of 
child psychiatric patients. As Miller (1967a) has suggested, an infor-
mation deficit of this magnitude can severely distort a child's symptom 
picture, and adverse consequences may arise if a diagnosis and treat-
ment plan are formulated based on this abbreviated information. 
Therefore, there exists a need for a method of supplementing the 
intake interview. Several researchers have reported on the value of 
using symptom checklists for this purpose (Miller, 1967a; Novick, et 
al., 1966; Wimberger & Gregory, 1968; Glidewell, Mensh & Gildea, 1957; 
Wilson & Prentice-Dunn, 1981). Novick et al. (1966) reported that 
with the Deviant Behavior Inventory, mothers reported up to eight times 
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as much information as was obtained by the intake interview alone. 
Similarly, Wimberger and Gregory (1968) found that parents who comple-
ted the Washington Symptom Checklist reported a wider variety of behav-
iors and were also more definite in their reporting. This is attribu-
ted to the parents having to make definite judgments about the applica-
bility and severity of each symptom as given on the checklist. 
Checklists can direct the clinician's attention to specific prob-
lem areas and can serve to rule out unimportant information (Goldman, 
Stein & Guerry, 1983; Wilson et al., 1981). They are easy to adminis-
ter and score, and provide easily quantifiable data. Thus, they are 
economical in both cost and clinician's time. In addition, checklists 
can provide information from important informants (e.g., teachers) who 
are not available at the time of evaluation (Goldman et al., 1983). 
Other uses for checklis~s, as reviewed by Novick, et al. (1966), 
include: measures of personality change, epidemiological surveys, 
investigations of parent-child interactions and studies relating child-
hood pathology with other internal or external variables such as social 
class, juvenile delinquency, school adjustment, sex and age, and degree 
of sickness. 
Symptom checklists, behavior checklists and rating scales are used 
interchangeably to describe behaviorally-based measures. Items typi-
cally describe problem behaviors, but some include pro-social or com-
petence items. Respondents are usually asked to rate recent observa-
tions of the child's behavior. Clinicians are more concerned with 
current problems, so little, if any, emphasis is placed on past behav-
iors when constructing checklists (Goldman, et al., 1983). Checklists 
are primarily of two types. There are those that require a binary 
decision, that is, the presence or absence of a symptom (Louisville 
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Behavior Checklist [Miller, 1967a, 1967b]; Missouri Children's Be-
havior Checklist [Sines, Pauker, Sines & Owen, 1969]). Others use a 
Likert-type scale to rate the degree to which a symptom is present or 
the severity of the symptom (Child Behavior Checklist [Achenbach, 1978a; 
Achenbach & Edelbrock, 1981]; Behavior Problem Checklist [Peterson, 
1961]; Washington Symptom Checklist [Wimberger & Gregory, 1968]). 
Recent research has focused on factor analytic studies using check-
lists as the basis for empirical classification of syndromes in child 
psychopathology (Achenbach, 1966; 1978a, 1978b; Achenbach & Edelbrock, 
1981; Peterson, 1961; Miller, 1967a, 1967b). One of the first check-
lists developed in this manner is the Behavior Problem Checklist (Peter-
son, 1961). It contains 58 problems which are rated on a three-point 
scale of "no problem, mild, or severe". The subject population consis-
ted of 831 children of both sexes, ages 6-12. A factor analysis fol-
lowed by varimax rotation resulted in two factors. The symptoms in-
volved in Factor 1, Conduct Problem, imply a tendency to express impul-
ses against society. Factor 2, Personality Problem, involves a variety 
of symptoms suggesting low self-esteem, social withdrawal and dysphoric 
mood. The results of this study found that boys exhibited more con-
duct problems than girls across all levels. Kindergarten boys 
showed more personality problems 'than girls, but the situation reversed 
at age 11-12, where girls exhibited more personality problems than boys. 
While the Behavior Problem Checklist was an important early attempt at 
classifying children's problems, more recent studies have yielded more 
comprehensive and useful instruments. 
In 1967, Miller reported on the development of the Louisville Be-
havior Checklist (LBCL). The LBCL contains 163 items of deviant and 
pro-social behaviors to which the respondent answers "yes" or "no". 
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The checklist was given to parents of 263 male children between the ages 
of 6-12 at the Louisville Child Guidance Clinic. The checklist items 
were intercorrelated and then factor analyzed with varimax rotation to 
obtain eight narrow, specific factors. Intercorrelations of the approx-
imate scores for these eight factors were factor analyzed with varimax 
rotation to find three broad, gen~ral factors. Specific factors 1-3 
are assciated with Aggression (AG), which is a general factor. Factor 
1 was labeled Infantile Aggression (Ia) and describes "ego-centric, 
emotionally demanding, and inter-personally belligerent behavior ••• 
reminiscent of early infancy when the child has few social mechanisms 
other than 'temper' to alert others to his needs" (Miller, 1967a, 
p. 888, 890). Factor 2 was labeled Hyperactivity (Ha) and contains be-
haviors relating to impulsivity and constant action. Factor 3, Anti-
so~ial Behavior (As) described illegal and destructive behaviors to 
property which may result in injury to self or others. 
The broad, general factor, Inhibition (IN), overlaps specific 
factors 4-6. Factor 4 was labeled Social Withdrawal (Sw) and refers 
to a reluctance to interact with others. Children exhibiting these 
symptoms show a preference for social isolation and uninvolvement. 
Factor 5, Anxiety (An), describes subjective feelings of vulnerability 
and a tendency to somaticize. These children complain of being unloved 
and picked on. Items relating to school phobias also load on this 
factor. Factor 6, Sleep Disturbance (Sd), includes nightmares, refusing 
to sleep alone, and being afraid at night. Factors 5 and 6 seem to 
refer to two different kinds of anxiety, one relating to daytime and 
one to night. 
Factors 7 and 8 are associated with the broad, general factor 
Learning Disability (LD). Factor 7 is labeled Academic Disability (Ad) 
and is comprised of items relating to specific academic deficits (i.e.,· 
reading, writing, arithmetic) and habits associated with learning 
failures (e.g., poor study habits, distractibility). Factor 8 is 
labeled Immaturity (Im) and includes items reflecting both social and 
physical immaturity (e.g., babyish, whining, clumsy, slow physical 
growth). 
F-tests for age, race, and observer (person completing the check-
list) were conducted for each factor. Race and observer revealed no 
differences. Age was significant on Academic Disabilities but "not 
until age 8 did children reach the mean for the population as a whole 
on Ad scale" (Miller, 1967a, p. 891). 
The Child Behavior Checklist (CBCL) is one of the more researched 
scales (Achenbach, 1966, 1978a; Achenbach & Edelbrock, 1981). In the 
original study (Achenbach, 1966), symptoms from the case histories of 
600 male and female child psychiatric patients were intercorrelated 
and then component analyzed with oblique rotation. Intercorrelations 
of the oblique components were also analyzed, yielding an hierarchical 
solution with two broad, general components and eight narrow, specific 
components. One broad, general component· was bipolar. It was labeled 
Internalizing versus Externalizing. Internalizing describes problems 
within the self and Externalizing describes conflicts with the environ-
ment. The specific components resembled traditional psychiatric diag-
noses. In a subsequent study (Achenbach, 1978a), the CBCL was standar-
dized for boys ages 6-11. Two successive component analyses of first 
the item intercorrelations, and then the intercorrelations of approxi-
mate component scores yielded an hierarchical solution with two broad, 
general components, Internalizing and Externalizing and nine narrow, 
specific components. The specific components in the same items as the 
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Internalizing component were labeled Schizoid, Depressed, Uncommunica-
tive, Obsessive-Compulsive and Somatic Complaints. Schizoid involves 
items concerning hallucinations, fears, anxiety, and shyness. Depressed 
relates to items of worthlessness, guilt, perfectionism, dysphoria, 
and some paranoid ideations. Uncommunicative related to items reflec-
ting shyness, confusion, stubbornness, and an unwillingness to talk. 
Obsessive-compulsive is found in items directly associated with obses-
sions and compulsions, such as hoarding, plus anxiety and strange be-
haviors. Additionally, items relating to sleep disturbances (i.e., 
walks/talks in sleep, nightmares, insomnia) contribute to this compon-
ent. Somatic Complaints involves pains, headaches, stomach probleme and 
dizziness. The specific components linked with the Externalizing com-
ponent were labeled Hyperactive, Aggressive and Delinquent. Hyperactive 
is comprised of items relating to poor concentration, impulsivity, 
hyperactivity, clumsiness and confusion. Additional items relate to 
poor schoolwork, daydreaming and immaturity. Aggressive resides in 
items of disobedience, fighting, arguing and temper tantrums. These 
items describe behaviors which are considered aggressive but are not 
antisocial. Antisocial activities, such as stealing, destroying pro-
perty, truancy, and firesetting, are found in the component labeled 
Delinquent. A specific component in items related to both general com-
ponents was called Social Withdrawal and involves items of poor peer 
relations, a preference for being alone, being teased, and feeling per-
secuted. 
Similar to findings of Miller (1967a), items referring to enuresis, 
encopresis, and thumbsucking achieved low frequencies of endorsement, 
and did not load significantly on any component. 
The final version of the CBCL consists of 188 behavior problem 
items and 20 social competence items. The questions are answered 
using "O" for not true, "1" for somewhat or sometimes true, and "2" 
for very true or often true. 
In 1981,·Achenbach and Edelbrock used the CBCL to compare clini-
cally referred children to non-referred children. They also studied 
differences related to demographic variables (i.e., age, gender, socio-
economic status, and race). The primary finding was that referral 
status (clinical versus non-clinical) accounted for more variance in 
total behavior problems and social competence scores than any single 
demographic variable. Other findings include a general tendency for 
behavior problems to decline with age, and more problems and fewer 
competencies were reported by parents of lower socioeconomic status 
children than parents of upper socioeconomic status children. Gender 
and race showed few differences. 
As has been illustrated, several researchers have relied on dimen-
sional analysis as a method of organizing children's symptoms. Achen-
bach (1978a) argues that using this method of analysis preserves more 
information about a child's symptomatic behaviors than does classifi-
cation into mutually exclusive categories acc.ording to individual syn-
dromes. Miller (1967a) agrees that "factor analysis appears to be a 
satisfactory method for constructing a nosology of childhood psycho-
pathology" (p. 896). 
The Current Symptom Checklist for Children (CSCC) was developed 
to serve as an interview guide during the initial diagnostic assessment 
of child therapy cases. The developer found that some of the existing 
checklists contained too few items and lacked sufficient depth to be 
of value to clinicians. Others were overinclusive and time-consuming. 
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Additionally, some items of psychopathology deemed to be important were 
not included on previous checklists. Thus, the intent in developing 
the Current Symptom Checklist for Children was to create an instrument 
which would elicit sufficient information regarding symptoms and which 
would contain items of clinical relevance for the target population. 
Further, categorizing items into meaningful scales could lead the 
interviewer into investigating related symptoms and could afford the 
interviewer a "shorthand" method for referring to the patient. 
Because this is a new instrument, there exists a need to investi-
gate some of its psychometric properties. This study represents the 
first of such investigations and includes an analysis of the frequency 
of endorsement of each item, correlations among items, and component 
analyses. Such analyses are consistent with the development of similar 
instruments (Peterson, 1961; Achenbach, 1966, 1978a; Miller, 1967a, 
196·7b). Future studies will examine the reliability and validity of 
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the checklist. Due to the exploratory nature of this study, no a priori 
predictions were advanced. The component dimensions of the Current 
Symptom Checklist for Children will be discussed and compared to those 




Parents of children referred to the Outpatient Pediatric Psych-
ology Clinic, University of Oklahoma Medical School and Oklahoma Child-
ren's Memorial Hospital were asked to complete the Current Symptom 
Checklist for Children and served as the experimental group. Subjects 
for the control group were recruited from the Outpatient Pediatric 
Clinic (a medical clinic), Oklahoma Children's Memorial Hospital. 
Both clinics are located in an urban area but serve surrounding com-
munities as well. A total of 166 acceptable checklists were obtained 
from the experimental group and 177 from the control group. A checklist 
was discarded if essential information such as age or gender was mis-
sing, if the child was beyond the age boundaries, or if more than 20% 
of the questions were unanswered. 
Children of both genders and between the ages of 4-12 were in-
cluded in the study. Of the total 343 subjects, 204 were male and 
139 were fem~le. 
Instruments 
Items for the checklist were derived from numerous sources. 
First, the literature was reviewed on symptoms for children seen in 
clinics similar to the Pediatric Psychology Clinic (Mesibov, Schroder, 
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& Wesson, 1977; Monnelly, Ianzito, & Stewart, 1973; Walker, 1979). 
Second, items were obtained from a review of the Pediatric Psychology 
Clinic charts for the past three years. Third, several published and 
unpublished checklists which have been employed in the University of 
Oklahoma Medical Center and other medical centers throughout the coun-
try were examined. Finally, the expertise of the clinical staff of the 
Pediatric Psychology Clinic was utilized. From these sources, a large 
pool of potential items was generated. These were then classified and 
sorted into categories. Items were cross-checked to eliminate redun-
dancy. Items were eliminated if there was consensual agreement among 
the Pediatric Psychology Clinic staff that certain symptoms occurred so 
infrequently that it was felt unnecessary to include them. 
The final version of the Current Symptom Checklist for Children 
contains 71 it~ms grouped a priori into four categories: personal-
social (e.g., Item 1: My child continaully seeks attention.), behav-
ioral (e.g., Item 46: My child tells tall tales or lies.), school 
(e.g., Item 57: My child voices an intense dislike of school.), and 
physical (i.e., Item 62: My child is overweight or underweight.). 
At the end of the checklist, parents were given the opportunity to list 
any problems or concerns that were not addressed by checklist items. 
Novick et al. (1966) found that items were misinterpreted if they 
required a high reading level or judgment of a highly abstract or evalu-
ative nature. Therefore, the 71 items describe behaviors in short, 
easy-to-read, declarative sentences. 
All items are answered either "yes" or "no". Thus, there is a 
strong response bias built into the checklist. That is, all items are 
stated in such a way that the presence of the symptom requires a "yes" 
response. The developers of this checklist were well aware of the bias 
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involved in this format, but i.t was decided the over-reporting of symp-
toms was preferred to under-reporting as the intent of the question-
naire was to aid an interviewer in uncovering all current symptoms of 
a patient. Appendix A provides a copy of the Current Symptom Checklist 
for Children. 
Procedure 
Parents of child clients entering the Outpatient Pediatric Psych-
ology Clinic and the Outpatient Pediatric Clinic whose children were 
between the ages of 4-12 were asked to complete the Current Symptom 
Checklist for Children. Participation in this study was voluntary, and 
parents were informed that all information was confidential and anony-
mous. All participants signed consent forms. In some instances, other 
relatives or caretakers completed the checklist. Mothers accounted for 
91% of the respondents and fathers added another 7%, accounting for a 
total of 98% of all respondents. Grandparents, and occasionally, step-
parents, were also respondents. For brevity, all respondents are refer-
red to as "parents". 
Parents were instructed to read each item and decide whether the 
statement was true of their child at the present time and then circle 
either "yes" or "no". Parents who had questions were instructed to ask 
the receptionist or intake worker for clarification. No time con-
straints were placed upon the parents and most completed the checklist 
in about ten minutes. 
The parent completing the checklist was asked to give the child's 
age and sex and whether the checklist was completed by the mother, 
father, or some other person. If other, they were asked to specify. 
Demographic information was collected from the Outpatient Pediatric 
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Clinic subjects. This information included: marital status of parents; 
person(s) with whom the child was living; occupation, income, and edu-
cational level of parents; the child's race; and whether or not the 
child had been seen previously by a counselor, psychologist or psychia-
trist for emotional problems. Appendix B contains a copy of the demo-
graphic questionnaire. The Outpatient Pediatric Psychology staff, as 
a matter of routine, completed a Patient Information sheet which in-
cluded some demographic information such as place of residence, income 
and race. As part of the hospital chart, however, this information 
was considered confidential and not available for this study. 
Data Analysis 
These data were treated as three groups for the purpose of analy-
sis. The group of subjects from the Pediatric Psychology Clinic is 
referred to as Group 1, subjects from the Pediatric Clinic as Group 2, 
and Group 1 plus Group 2 as the Combined Group. Statistical analysis 
of the data began by obtaining frequencies for the 71 checklist items 
in Group 1, Group 2, and the Combined Group. These frequencies were 
used to determine which items would be retained for correlational and 
component analysis in each group. Several component analysis solutions 
within each group were examined to find dimensions which were both in-
dependent and interpretable. In solutions with three components, it 
appeared that several uninterpretable dimensions were combined with 
interpretable dimensions. In solutions with nine components, several 
components were uninterpretable. The five- and six-component solutions 
represented the best combination of independence and interpretability. 
For each group, the five- or six-component solutions involved only one 
component which was uninterpretable. Also, these three solutions 
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produced interpretable components with the greatest comparability across 
groups. 
Extensions to obtain loadings for sex, age and demographic vari-
ables were completed for each group. Finally, analyses of variance 
were used to investigate group differences in the component scores for 
the interpretable dimensions in the Combined Group. 
CHAPTER III 
RESULTS 
As indicated previously, the data were divided into three groups 
for the purpose of analysis. Each group is discussed separately. 
Group 1 - Pediatric Psychology Clinic 
The first step in the data analysis was to obtain frequencies for 
each of the 71 questions in the Current Symptom Checklist for Children. 
The frequency criterion for usage of an item was 20% or more in the 
least frequent response category. Items obtaining frequencies below 
20% were dropped from further analyses because of the limitations they 
impose on item intercorrelations, as indicated by Nunnally (1970). In 
Group 1, eight items were eliminated, leaving 63 for correlational and 
component analysis. Table I gives a list of items that were deleted 
and their frequencies. 
The 63 X 63 item intercorrelation matrix for Group 1 was subjected 
to a principal-component analysis in which a scree plot of eigenvalues 
was obtained. Figure 1 shows this scree plot. It suggested considera-
tion of solutions for nine, six and three components. For each solu-
tion, principal component extraction was followed by varimax rotation. 
The solution for six components was the most interpretable. The load-
ings for this solution are given in Table II. In this solution, items 
with loadings of .40 or more suggested descriptive verbal labels for 
five components; the sixth component was uninterpretable. The 
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TABLE I 
ITEMS WITH FREQUENCIES BELOW 20% 




6. My child is a thumb or finger sucker. 
8. My child often rocks back and forth. 
37. My child often expresses strong dislike for 
home and family. 
41. My child often says he (she) wishes he (she) 
were dead or away from it all. 
42. My child has been physically or sexually 
abused. 
50. My child does sexual things he (she) 
shouldn 1 t. 
57. My child voices an intense dislike of school. 
67. My child has a chronic illness or handicap. 

































7. 96 92.04 
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TABLE I (CONTINUED) 
16. My child seems sad. 18.31 81.19 7. 96 92.04 
30. My child often has trouble making friends. 16.18 83.82 5.68 94.32 
48. My child has attempted to seriously harm a person 11.94 88.06 2.89 97.11 
or animal. 
51. My child seems to welcome punishment. 14. 72 85.28 8.09 91.91 
6lf. My child frequently stares blankly into space 18.02 81.98 12.64 87.36 
and is unaware of his (her) surroundings when 
doing so. 
69. My child sometimes has accidental bowel 17 .11 82.89 7.43 92.57 
movements in his (her) clothing. 
10. My child has many or unusual fears. 11.30 88.70 
17. My child has sleep problems. 11.86 88.14 
19. My child walks or talks in his (her) sleep. 17.71 82.29 
20. My child gets confused easily. 18.86 81.14 
28. My child avoids competition. 15.91 84.09 
31. My child often seems to have little self- 17.04 82. 96 
confidence. 
32. My child cannot get along with my husband 16.67 83.33 
(wife). 
44. My child is a discipline problem at home. 16.09 83.91 
45. My child is a discipline problem at school. 10.46 89.54 !"'""' (J'\ 
TABLE I (CONTINUED) 
53. My child steals things sometimes. 
59. The teachers complain about my child. 
70. My child has eating problems. 
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COMPONENT LOADINGS FOR THE 
SIX-COMPONENT SOLUTION 
































































































































































TABLE II (CONTINUED) 
Q59 ·o .13371 0.50232 0.27064 -0.07207 0.05660 0 .1.8799 
Q60 -0.17640 -0.19296 0.12622 0.10398 0.21466 0.18401 
(~61 -0.12478 0.02676 0.05077 o.51aa2 0.08517 -0.20302 
Q62 0.00412 -0.11437 -0.46392 -0.04378 0.27764 0.15560 
Q63 0.00528 0.00212 -0.32411 0.08762 0.15014 -0.00813 
(~64 0.02127 0.33038 -0.03763 0.43194 -0.17959 0.02247 
Q65 0.11054 0.50468 0.06855 -0.03104 -0.07084 0.()5466 
CM6 0.15850 0.04296 -0.25946 -0.01509 o.42475 -0.08137 
CMS 0.15321 0.00577 -0.21271 0.4l.367 0.28483 0.18617 
CM9 -0.35699 -0.00880 0.10669 0.00186 -0.14457 0 .18236 
Q70 0.02730 0.21992 0.03023 0.23016 -0.40062 -0.00654 
ca1 -0.00343 0.02000 0.20439 -0.11535 -0.32427 o.37417 
T = Tension 
LD Learning Disabilities 
WS = Worry and Sleep Problems 
X = Uninterpretable 
A Aggression FP Family Problems 
components were labeled as follows: Component 1, Tension; Component 2, 
Learning Disabilities; Component 3, Aggression; Component 4, Worry and 
Sleep Problems; Component 5, Family Problems. The number of items with 
loadings greater than .40 were 10 for Component 1, eight for Component 
2, nine for Component 3, 13 for Component 4; and three for Component 5. 
Appendix A and Table II provide the content of each item and the com-
ponent loadings. 
The six-component solution for the 63 items in Group 1 was extended 
to obtain loadings for sex and age. Sex had a moderately large loading 
(.194) on Component 2, Learning Disabilities. This loading indicated 
that males tended to score higher on this component. Age had a moder-
ately large loading (.274) on Component 4, Worry and Sleep Problems. 
This loading indicated that older children tended to score higher on 
this component. 
Group 2 - ~utpatient Pediatric (medical) Clinic 
Frequencies for the 71 questions were also obtained for Group 2. 
The criterion for eliminating items in this group was the same as that 
employed in Group 1. The eight items which were dropped from Group 1 
also failed to reach the criterion in Group 2. In addition, another 
20 items were eliminated from this group. Table I indicates the items 
that were deleted. Forty-three items were retained for correlational 
and component analysis in Group 2. 
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The data for Group 2 suggested component analyses for six, five, 
four and three component solutions. For each solution, principal com-
ponent extraction was followed by varimax rotation. The solution for 
five components was considered to be the most interpretable. The 
loadings for this solution are given in Table III. Items with loadings 
of .40 or more suggested descriptive labels for four components and one 
was considered uninterpretable. The components were labeled as follows: 
Component 1, Tension and Aggression; Component 2, Learning Disabilities; 
Component 3, Family Problems; and Component 4, Taking Medication. The 
number of items with loadings greater than .40 were 12 for Component 1, 
five for Component 2, six for Component 3, and four for Component 4. 
Appendix A and Table III show the content of each item and the component 
loadings. 
For the 43 items retained in Group 2, the five-component solution 
was extended to obtain loadings for sex, age and eight demographic 
variables. The demographic variables are: marital status of parents; 
person(s) with whom the child was living; occupation, income, and edu-
cational level of parents; the child's race; and whether or not the 















































COMPONENT LOADINGS FOR THE 
FIVE-COMPONENT SOLUTION 


















































































































































































TA Tension and Aggression 
LD = Learning Disabilities 







psychiatrist for emotional problems. Sex had a moderately large loading 
(.206) on Component 1, Tension and Aggression, indicating that males 
tended to score higher on this component. There was another moderately 
large loading (.215) for sex on Component 3, Family Problems. This 
loading revealed that females tended to score higher on this component. 
On Component 2, Learning Disabilities, age had a moderately large 
loading (.214), showing that older children tended to score higher on 
this component. None of the demographic variables had large loadings 
on the four interpretable components. 
Combined Group 
Frequencies for the 71 ques·tions were obtained for the Combined 
Group (Group 1 plus Group 2). A total of 15 items were deleted from 
this group by use of the criterion previously discussed. Eight of the 
items eliminated from this group also were dropped from Groups 1 and 2 
(i.e., the first eight items listed in Table I were eliminated from 
Groups 1, 2 and the Combined Group). The seven additional items that 
were discarded from the Combined Group were also discarded from Group 2. 
Table I gives a list of items that were eliminated and their frequen-
cies. 
With the remaining 56 items in the Combined Group, component analy-
ses for six, five and four component solutions were obtained. Principal 
component extraction was followed by varimax rotation to obtain each 
solution. The solution for six components was considered to be the 
most interpretable. The loadings for this solution are given in Table 
IV. Items with loadings of .40 or more suggested descriptive labels 
for five components with one component being considered uninterpreta-























































COMPONENT LOADINGS FOR THE 
SIX-COMPONENT SOLUTION 
FOR COMBINED GROUP 
Components 
LD ws x 
0.09833 0.27834 0.17886 
0.12255 0.23824 0.18931 
0.21720 0.15245 0.00014 
0.30532 0.08289 0.10732 
0.07407 0.24992 0.34872 
0.04707 0.40730 0.24276 
0.25687 o.50730 0.08023 
0.11632 0.08397 0.12521 
0.13063 0.09328. 0.25630 
0.16272 0 .10912 0.07415 
0.08668 0.13301 -0.16483 
0,05090 -0.05897 0.16323 
0,04866 0.49675 0.01781 
-0.08237 o.67843 -o .10710 
-0.02284 0.49116 -0.02590 
0.67518 0.27406 -0.03731 
0.63753 0.19963 0.04693 
0.58240 o.o6B44 0.01705 
-0.03048 0.26066 0.23923 
0.12900 0.20159 0.33354 
0.02151 0.03602 0.04239 
0.06962 0.02086 0.44908 
0.03090 0.30582 0.50649 
0.31971 0 .12775 0.33260 
0.12752 0.03964 0.17583 
o.34506 0.26445 0.36524 
-0.00829 0.05142 o.50596 
0.09822 0.09827 0 .129·74 
0.05158 0.06263 0.02283 
0.04105 0.50143 0.02762 
0.10521 -0.15532 0.53172 
-0.00013 o.10813 o.05423 
0.26798 0.25399 0.06?40 
0.31621 0.17968 0.09734 
0.28373 0.16654 -0.20810 
0.10309 -0.01566 -0.04994 
0.30239 -0.13164 -0.00012 
0.09406 _0.06728 0.01009 
0.12338 0.02615 0.01701 
-0.04307 0.16422 -0.09709 
0.15692 0.03125 -0.0"7983 
0.13815 0 .13123 -0.06241 
0.07220 -0.00767 0.08161. 
o.57227 -0.04312 0.02273 
0.77149 -0.00684 0.05936 
0.70379 0.07941 0.16729 
0.47877 -o .04911 0.11105 
-0.06514 0.03751 o.46662 
0.06637 o.37670 0.20737 
0.03U8 -0.09608 -0.06733 


























-0.03588 -() .1253;3 
o.14096 -0.03479 
0.00036 -0.:1.7032 






0.04663 0. 2641]() 
0.09476 0. 33~.)45 
0.04559 0.12205 
0.24B52 0, :~:37'i'O . 
0 .11770 0.24476 
0.33401 o.33207 
0.04509 0.07095 
o.17410 0. 10920 
0.22643 0. 09667· 
0.22836 0,35320 










TABLE IV (CONTINUED) 
cu,5 0.09433 o.48415 -0.09414 -0.0"7763 0.05923 -0.00360 
CM6 0.10008 0.05165 0.07680 -0.03'712 0.14195 -0.43'701 
Q68 0.12288 0.00904 0.33221 0.25000 0.24015 -0.22168 
Q'70 -0.04605 0.14725 0.32900 0.08651 0.07271 o.13'788 
(~71 o.1391.5 0.04685 -0.05030 -0.15078 0.16237 0.23424 
TA = Tension and Aggression 
LD = Learning Disabilities 
WS = Worry and Sleep Problems 
X = Uninterpretable 
FP Family Problems 
TM Taking Medication 
and Aggression; Component 2, Learning Disabilities; Component 3, Worry 
and Sleep Problems; Component 4, Family Problems; and Component 5,· 
Taking Medication. The number of items with loadings greater than .40 
were 15 for Component 1, eight for Component 2, six for Component 3, 
five for Component 4, and four for Component 5. Appendix A and Table 
IV provide the content of each item and the component loadings. 
The six-component solution for the Combined Group was extended to 
obtain loadings for sex and age. On Component 1, Tension and Aggres-
sion, there was a moderately large loading (.235) for sex. This 
indicates that males tended to be higher on this component. Age had a 
moderately large loading on two components. On Component 2, Learning 
Disabilities, older children tended to score higher (.208); and one 
Component 6, Taking Medication, younger children tended to score 
higher (.204). 
The data for the Combined Group were used to compute component 
scores for each of the five interpretable components. Using the group 
number as the independent variable and each of the component scores, 
in turn, as dependent variables, five analyses of variance were 
completed. Three of these yielded statistically significant F values. 
For Component 1, Tension and Aggression,!_ [1,342] = 54.70, E. < .0001, 
and the correlation ratio was .37. For this component, the Pediatric 
Psychology Clinic group mean (~ = .38) was higher than the Pediatric 
Clinic group mean (~ = -.36). For Component 2, Learning Disabilities, 
!_ [1,342] = 11.48, E. < .0008, and the correlation ratio was .18. The 
Pediatric Psychology Clinic group mean (~ = .19) was higher than the 
Pediatric Clinic group mean (M = -.17). On Component 3, Worry and 
Sleep Problems,!_ [1,342] = 6.02, .£. < .0146, and the correlation ratio 
was .13. On this component, the Pediatric Psychology Clinic group 
mean (M = .14) was higher than the Pediatric Clinic group mean 
(M = -.13). There were no significant differences on Component 4, 
Family Problems, and Component 5, Taking Medication. 
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A scoring system for the CSCC was devised. The scoring key gives 
a value of +1 or 0 to each response. These values are then totaled to 
obtain an approximate score for each component. A copy of this scoring 
key is shown in Appendix C. In order to provide normative data for 
future use, means and standard deviations for these scores were cal-
culated for Group 1, Group 2 and the Combined Group. These normative 
data are shown in Appendix D. Finally, internal consistency reliabil-
ity estimates for each score were calculated. The reliability esti-
mates (coefficients alpha) are as follows: Learning Disabilities, 
ex = .81; Family Problems, ex= .68; Worry and Sleep Problems, r::t. = .64; 
Tension and Aggression, ex= .88; and Taking Medication, r::t. = .42. While 
it should be kept in mind that.these normative date and reliability 
estimates are based on a sample limited in size and generalizability, 




The dimensional analyses yield four or five interpretable compon-
ents for each group. There was one uninterpretable component for each 
group. 
In Group 1, there are five interpretable components. The 
Learning Disabilities component describes several symptoms associated 
with learning problems and also refers to other disorders (e.g., vis-
ual, hearing, speech problems) which may interfere with learning. The 
Family Problems components involves items referring to family conflict 
and whether other children in the family exhibit problems as well. 
The Worry and Sleep Problems component resides in items referring 
to fears and concerns the child has about him/herself and his/her 
family, oversensitivity, lack of self-confidenc.e, eating and sleeping 
disturbances, and somatic complaints. These symptoms closely resemble 
those of childhood depression (Petti, 1983; Weiner, 1982; American 
Psychiatric Association, 1980). However, Coleman (1976) lists over-
sensitivity, unrealistic fears and worries, pervasive feelings of 
inadequacy, and sleep disturbances among the symptoms of overanxious 
reactions. 
The Tension component involves items of moodiness, including 
anger, hysteria, and becoming easily overexcited. There are also 
symptoms relating to hyperactivity and restlessness. Other items 
relate to temper tantrums and exploding under stress. Together these 
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items suggest a hypersensitivity to stimuli, and an inability to 
restrain emotions. 
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Finally, the Aggression component indicates activities such as 
lying, stealing, manipulation, attempting to harm others or animals, 
and provoking others (e.g., teasing). Selfishness or self-centeredness 
also loads on this component. This component seems to describe the 
delinquent who disregards the rights of others. 
In Group 2, only four interpretable components emerge. The 
Learning Disabilities component involves items specifically concerning 
learning problems, such as difficulty concentrating and remembering, 
plus items directly referring to the child having a learning disability 
and being in a special program at school. 
The Family Problems component entails two constellations of items. 
First, there are the items referring to family conflict and other 
children in the family who also have problems, as in Group 1. Second, 
there are items reflecting anxiety about the child and his/her family. 
These items are oversensitivity, somatic complaints, and fears con-
cerning something terrible happening to the child or his/her family. 
This second configuration might be referred to as "family anxiety". 
It also entails some of the items from the Worry and Sleep Problems 
component in Group 1, making the Group 2 Family Problems component 
resemble two of the components in Group 1. 
A Tension and Aggression component is related to items of moodiness 
and some aggressive behavior. Moodiness refers to anger, becoming 
hysterical when things do not go his/her way, and complaining that 
he/she never gets a fair share. The aggressive behaviors are temper 
tantrums, lying, and manipulation, but more delinquent behaviors are 
not included. This component, most similar to Tension in Group 1, 
appears to reflect a child who is unable to restrain his emotions 
when under stress. 
Finally, a Taking Medication component relates to physical prob-
lems such as a major illness or operation, or visual, hearing or 
speech problems. The final item involved in this component is Item 
29 
24 (My child says people don't like him.). This item loads in the 
opposite direction from the other items. A high loading.on this com-
ponent suggests that a child with physical problems and/or illness gets 
support from others and feels well-liked. We can speculate that this 
occurs because of the attention a child usually receives from others 
during illness. 
In the Combined Group, there are again five interpretable compon-
ents. The items ·related to Learning Disabilities are identical to 
those involved in the corresponding component in Group 1 and include 
many of the items pertaining to the corresponding component in Group 2. 
Simply put, the items involved in Learning Disabilities are consistent 
over all three groups. These items refer to concentration and memory 
problems, and to physical problems, such as speech or hearing problems, 
which may interfere with the learning process. 
The Family Problems component, as in Group 1, reflects only family 
conflict with much arguing and fighting occurring, and other children 
in the family who also have problems. 
The Worry and Sleep Problems component is related, in part, to 
items of anxiety. It reflects fears, worries and concerns about the 
child and his/her family. The sleep disturbances include bad dreams, 
and walking or talking in sleep. 
The Tension and Aggression component involves items relating to 
tension, moodiness, and aggressive behaviors such as temper tantrums, 
provoking others, and manipulation. Moodiness refers to anger, hys-
teria, and complaints of never getting his/her fair share. No anti-
social or delinquent behaviors load highly on this component. 
Finally, a Taking Medication component exists in items concerning 
major illness or operation, allergies, asthma, and taking medication. 
Item 34 (I often have to spank my child.) loads in the opposite direc-
tion from the other items on this component. This indicates that 
children who are ill receive fewer spankings. 
A comparison of the component labels for each group is shown in 
Table V. Two components which emerge in each group are Learning Dis-
abilities and Family Problems. Worry and Sleep Problems emerge in 
Group 1 and the Combined Group. Tension and Aggression, as one com-
ponent, appears in Group 2 and the Combined Group, but appears as two 
separate components in Group 1. Taking Medication appears in Group 2 
and the Combined Group. 
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The four or five interpretable components resemble dimensions 
identified by previous research. The Learning Disabilities component 
resembles Miller's (1967a) broad, general dimension, Learning Disabil-
ities. There is no learning disabilities dimension on Achenbach's 
CBCL (1978a). The Family Problems dimension is not comparable to 
either the LBCL or the CBCL as neither checklist includes similar 
items. Worry and Sleep Problems compares well with Achenbach's (1978a) 
Internalizing and Miller's (1967a) Inhibition, which are broad, gen-
eral dimensions. The Tension or Tension and Aggression components 
compare well with Miller's (1967a) broad, general dimension Aggression 
and Achenbach's (1978a) Externalizing dimension, also a broad, general 
dimension. The Aggression component in Group 1 is similar to the 











A COMPARISON OF COMPONENTS 


















**For each group, there was one uninterpretable component. The items 
involved in these uninterpretable components are not the same across 
groups. 
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(Achenbach, 1978a). This suggests that the Aggression component may be 
a specific dimension also. 
From this comparison, it appears that the components of the 
Current Symptom Checklist for Children (CSCC) are mostly broad, general 
dimensions. However, there is comparability of one of the CSCC com-
ponents to the more specific, narrower dimensions of Miller (1967a) 
and Achenbach (1978a). It is, therefore, believed that if a larger 
sample size is obtained for the CSCC, further dime~sional analyses 
would produce more narrow, specific dimensions. 
The Taking Medication and Family Problems components differ sub-
stantively from the other components. The Learning Disabilities, 
Tension and Aggression and Worry and Sleep Problems components involve 
behavior problems or psychological symptoms; Family Problems, on the 
other hand, has more to do with a child's environment than with the 
behavior of the child him/herself, and Taking Medication primarily 
involves physical problems. Thus, the issue of generality versus 
specificity of dimensions probably is meaningful only for the three 
behavior problem components and not for Family Problems and Taking 
Medication. 
As shown in the Results section, the psychiatric group (Group 1) 
differs significantly from the non-psychiatric group (Group 2) on all 
three behavior problem components (i.e., Tension and Aggression, Worry 
and Sleep Problems,,and Learning Disabilities). The group mean for 
the psychiatric group is higher than that for the non-psychiatric 
group for each of these components. This is not surprising; in fact, 
we expected the children in the psychiatric group to exhibit signifi-
cantly more behavior problems than the non-psychiatric group. This 
finding gives credibility to the CSCC for being able to detect differ-
ences between the psychiatric and non-psychiatric groups. 
The five and six component solutions were extended to obtain 
loadings for age and sex. The Learning Disabilities component is 
related to both age and sex. In Group 1, males score higher than 
females. This is consistent with the literature where estimated 
ratios for males to females ranges from 4:1 to 9:1 (Koppitz, 1971; 
Lynn, Gluckin & Kripke, 1979; Lefebvre & Hawke, 1983). In Group 2 
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and the _Combined Group, older children score higher than younger 
children. Children are not usually considered to be learning disabled 
until they fall two grade levels below average (Lefebvre & Hawke, 
1983). Therefore, students may not be diagnosed as learning disabled 
until they reach age nine or ten. 
On the Family Problems component in Group 2, females score higher 
than males. This component contains items of anxiety about the self 
as well as about the family. The means that for females in a non-
psychiatric population, their anxiety is associated with family con-
flict, and they experience this anxiety more often than males do. 
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In Group 1, the Worry and Sleep Problems component scores for 
older children are higher than for younger children. This means that 
children between the ages of 10-12 in the psychiatric group exhibit 
more fears and concerns about themselves and their families, and have 
more eating and/or sleeping disturbances and somatic complaints. 
However, this finding may only reflect greater verbal abilities for 
expressing their concerns than younger children possess, meaning that 
parents are more aware of older children's fears. The literature on 
the number of fears children have is inconclusive concerning the 
relation to age, but there is a tendency for younger children to 
exhibit more fears (Miller, 1983; Lapouse & Monk, 1959; MacFarlane, 
Allen & Honzik, 1954). Other symptoms described by this component vary 
in prevalence at different age levels and may reflect developmental 
issues. For example, sleep disturbances are more common at younger 
ages (Rae-Grant, Carr & Berman, 1983), but eating disorders increase 
as children approach adolescence (Leon & Dinklage, 1983; Levine, 
Korenblum & Golombeck, 1983). 
On the Tension and Aggression component, males score higher than 
females in Group 2 and the Combine? Group. According to Doke and 
Flippo (1983), numerous studies have documented that males are more 
aggressive than females. Such findings are usually explained in two 
ways. First, differential methods of socialization for males and 
females, and second, the male hormone, androgen, are cited as causes 
of increased aggression in males. Examination of the items involved 
in these components suggests that males have greater difficulty than 
females in modulating their emotions and controlling their behavior. 
There is a difference, however, when Tension and Aggression are sep-
arate components, as they are in Group 1. Here, neither is related to 
gender. 
In the Combined Group, younger children score higher on the 
Taking Medication component. This means that younger children exper-
ience more health problems and are taking medication more often than 
older children. This finding does not necessarily mean that younger 
children have serious health problems; they may be exhibiting only 
minor problems which require the taking of medication. 
There are eight items which did not reach the 20% utilization 
criterion for any of the three groups. These items are listed in 
Table I. Since there are no items which are gender-specific, and 
most could apply to any age, it appears that these symptoms occur 
infrequently in children ages 4-12. If any of these symptoms is 
reported, it suggests that this child is exhibiting atypical behavior 
which might merit further investigation. 
The CSCC shows great promise as an interview guide and assessment 
tool. This study identified some broad, general dimensions which will 
be helpful in classifying children's psychological symptoms and in 
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formulating treatment strategies. A need still exists to conduct 
test-retest reliability and construct and criterion validity studies. 
Another possibility is to gather data from a much larger, but other-
wise comparable, sample in order to discover any narrower, more 
specific dimensions. 
Further studies should also concentrate on sampling children who 
have not been referred to any type clinic. In this case, an effort 
should be made to obtain an equal number of males and females and to 
equitably represent each age group. In all future samples, collecting 
demographic information may yield some interesting results. 
In summary, the CSCC was originally developed as an interview 
guide in a pediatric psychology clinic. Samples were collected from 
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a pediatric psychology clinic and a pediatric medical clinic. The 
data were analyzed using three groups: Group 1, the pediatric 
psychology clinic subjects; Group 2, the pediatric medical clinic 
subjects; and the Combined Group (Group 1 plus Group 2). For each 
group, items with less than 20% utilization were eliminated from 
further analyses. The remaining items were intercorrelated and sub-
jected to principal component analysis followed by varimax rotation. 
The interpretable components obtained in the best solution for each 
group were given descriptive labels. All components were then extended 
to obtain loadings for age and sex. In the Combined Group, F-tests 
were completed for each labeled component with group status as the 
independent variable and each component score as a dependent variable. 
A scoring key was devised and normative data was presented. Estimated 
reliabilities for each score were calculated. 
The items involved in each component were described and were 
compared across all three groups. The components were also compared 
to dimensions of the LBCL (Miller, 1967a) and the CBCL (Achenbach, 
1978a). 
The CSCC is considered to be a valuable tool for determining 
child behavior problems. Further research will improve the CSCC's 
usefulness for both clinical and research purposes. 
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/ 
ID#. _____ _ 
Current Symptom Checklist 
Birth Date of child --------- Relationship of person completing 
questionnaire to child, e.g. mother 
Sex of child 
Below you will find a large number of statements about your child and the 
problems he or she is having. Circle "YES" for those that are true of your 
child at the present,. Circle "NO" for those that are not true at present. 
Personal - Social 
1. My child continually seeks attention. 
2. Often I can see the tension building up in my child. 
3. My child explodes under stress. 
4. My child has nervous habits, like pulling at his (her) 
clothing, clearing his (her) throat often, sniffing 
his (her) nose, etc. 
5. My child cries easily. 
6. My child is a thumb or finger sucker. 
7. My child is a worrier. 
8. My child often rocks back and forth. 
9. My child shakes or trembles sometimes. 
10. My child has many or unusual fears. 
11 . My child is often angry. 
12. My child is moody. 
13. My child becomes overexcited easily. 
14. My child is hyperactive and restless. 
15. My child becomes hysterical, upset, or angry when things 
do not go his (her) way. 
16. My child seems sad. 
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18. My child has bad dreams. 
19. My child walks or talks in his (her) sleep. 
(Underline which.) 
20. My child gets confused easily. 
21. My child has trouble remembering things. 
22. My child has difficulty concentrating for any 
length of time. 
23. My child complains he (she) never gets a fair 
share of things. 
24. My child says people don't like him (her). 
25. My child often tends to be very selfish and 
self-centered. 
26. My child is very shy. 
27. My child is sensitive and has his (her) feelings 
hurt easily. 
28. My child avoids competition. 
29. My child is often a poor sport and a poor loser. 
30. My child often has trouble making friends. 
31. My child often seems to have little self-confidence. 
32. My child cannot get along with my husband (wife). 
33. We frequently have family problems. 
34. There is a lot of arguing and fighting in our house. 
35. My child expresses concern about something terrible 
or horrible happening to family members or himself 
(herself) . 
36. My child does not get along with his (her) brothers 
and sisters. 
37. My child often expresses strong dislike for home and 
family. 
38. One (or more) of my other children has problems too. 
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40. My child often does strange or stupid things. 
41. My child often says he (she) wishes he (she) 
were dead or away from it all. 
42. My child has been physically or sexually abused. 
43. My child often has small accidents or injuries. 
Behavioral 
44. My child is a discipline problem at home. 
45. My child is a discipline problem at school. 
46. My child tells tall tales or lies. 
47. My child often throws temper tantrums. 
48. My child has attempted to seriously harm a person 
or animal. 
49. My child manipulates situations to his (her) 
own benefit. 
50. My child does sexual things he (she) shouldn't. 
51. My child seems to welcome punishment. 
52. My child disturbs other children: teasing, provoking 
fights, interrupting others. 
53. My child steals things sometimes. 
54. I often have to spank my child. 
School 
55. My child is in a special program at school. 
56. My child may have a learning disability. 
57. My child voices an intense dislike of school. 
58. My child does not seem to be learning as he (she) 
should. 
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Physical 
60. My child's bowels do not move regularly. 
61. My. child is overweight or underweight. 
62. My child is taking medicine new. 
63. My child has had a major illness, operation or 
accident. 
64. My child frequently stares blankly into space and 
is unaware of his (her) surroundings when doing so. 
65. My child has a visual, hearing, or speech problem. 
(Underline which.) 
66. My child has allergies or asthma. 
67. My child has a chronic illness or handicap. 
68. My child often complains of illnesses such as 
nausea or stomach pain or headaches. 
69. My child sometimes has accidental bowel movements 
in his (her) clothing. 
70. My child has eating problems. 




















ID# ___ _ 
GENERAL BACKGROUND INFORMATION 
PLEASE ANSWER THE FOLLOWING QUESTIONS AS COMPLETELY AS POSSIBLE. ALL ANSWERS 
WILL REMAIN CONFIDENTIAL. 
l. Marital status of parents? 
Married 
__ Divorced/Separated 
__ One parent deceased 
2. With whom is child living? 
3. Check the size of your place of residence: 
4. 
Rural 
Small town (10,000 or less population) 
City (10,000 to 50,000 population) 
-- Large city (50,000 or greater population) 





Clerical or office = Managerial 
Professional 
5. What is your. family's annual 
income? 
6. How many years of education have you completed? 
Grammar school to 6th grade 
Grades 7-9 
Some High School 
High School Graduate 
-- Some College or Business School 
--.College Graduate = Post-graduate or professional degree 





Native American, Alaskan Native 
8. Has your child been referred to a psychologist, psychiatrist, or 








Component Item No. Score 
Yes No 
Learning Disabilities 20 +1 0 
21 +1 0 
22 +1 0 
55 +1 0 
56 +1 0 
58 +1 0 
59 +1 0 
65 +1 0 
Family Problems 33 +1 0 
34 +1 0 
38 +1 0 
Worry and Sleep Problems 7 +1 0 
10 +1 0 
17 +1 0 
18 +1 0 
19 +1 0 
35 +1 0 
Tension and Aggression 1 +1 0 
2 +1 0 
3 +1 0 
11 +1 0 
12 +1 0 
14 +1 0 
15 +1 0 
23 +1 0 
25 +1 0 
29 +1 0 
44 +1 0 
45 +1 0 
47 +1 0 
49 +1 0 
52 +1 0 
Taking Medication 54 0 +1 
62 +1 0 
63 +1 0 
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